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vascular surgery. J Vasc Surg 2010;52:400-5.Submitted Jul 5, 2012; accepted Aug 28, 2012.INVITED COMMENTARYMagruder C. Donaldson, MD, Framingham, MassMortality rate following open repair of RAAA has hovered
between 40% and 70% for decades. Tragically, although surgeons
may get patients through surgery, all too often, the patients succumb
to the sequelae of aortic rupture and surgical stress. Using patient-
determined preoperative variables, several studies have proposed
scoring systems to predict mortality. Applied to cohorts of patients,
a validated scoring protocol would support improvements in care
and allowbetter comparative assessment of outcomes.Applied to indi-
vidual patients, an accurate predictivemodelmight enable surgeons to
manage expectations and resources more realistically and humanely.
The study from VSGNE brings a powerful tool to bear on this
problem. The analysis is strengthened by large numbers but is
tempered by lack of detail in some elements. Although the data
were gathered prospectively, the analysis was retrospective. Contin-
uous variables were grouped with cutoff points for analysis, thereby
covering subtleties and risking oversimpliﬁcation. For example, the
age cutoff of 76 obscures the intriguing ﬁnding that patients older
than 85did better than those between 80 and85.Despite some unan-
swered questions and the potential pitfalls of a paper comparison with
othermodels, the VSGNE systemmay be a real step forward, particu-
larly for patients in the highest risk category. At themoment, however,
it should be used with caution until it is prospectively validated.
The VSGNE study found that suprarenal (likely frequently
supraceliac) aortic clamping was a strong predictor of mortality.To be of prospective value in predicting mortality, the decision
regarding whether suprarenal clamp position would be anato-
mically obligatory (in the case of a pararenal or juxtarenal
RAAA) or a matter of the surgeon’s tactical discretion would
need to be made preoperatively, usually on the basis of CT, rather
than after incision, as was often likely the case in the series.
Although use of diagnostic CT is now commonplace, application
of this scoring element may not be practical in some circumstances.
In any case, the study ﬁndings should dissuade “elective” supra-
renal and supraceliac clamping when avoidable.
Most studies to date show that EVAR is associated with a lower
mortality rate than open repair. With seemingly improved survival
rates for the ﬁrst time in decades, it might be hoped we would
ﬁnd less need for predicting therapeutic futility. Also, it seems
unlikely that a predictive scoring system derived from open experi-
ence will be useful for patients undergoing EVAR. Assigning
a preoperative score of 0 for suprarenal clamping for EVAR patients
might shortchange the consequences of suprarenal balloon occlu-
sion not infrequently used during EVAR. More importantly, reper-
fusion, ﬂuid shifts, cardiorespiratory strain, and other components
of stress so typical of open repair provide a linkage with the VSGNE
predictors not likely duplicated in EVAR patients. Nonetheless,
further study by the VSGNE group with increased numbers of
patients treated by EVAR will be of great interest.
